Introduction {#s0005}
============

This article presents an overview of the challenges and promotors associated with near real-time data collections of patient experience and the use of the resulting data for improvement purposes. We present barriers and facilitators specifically associated with an approach using tablets and trained volunteers. Ongoing feedback was collected from volunteers and hospital staff to identify contextual factors that affect the success of the approach. Specifically, we sought to determine the most salient barriers and enablers or facilitators that affected the success of the near real-time feedback approach. This included, whether volunteers provided an effective way to collect data and whether staff engaged with weekly reports of patient experiences.

This article may serve as a starting point for hospitals considering to implement near-real time data collections of patient experience using trained volunteers to facilitate improvements.

Policy context {#s0010}
==============

Patient experiences are considered to be a key component of high quality health care and provide one important avenue for measuring and improving the quality of patient-centred care [@bib1], [@bib2], [@bib3]. Whilst patient experiences are important in and of themselves, they have also been shown to be correlated with other aspects of care quality. Specifically, they are related to safety and effectiveness [@bib3], [@bib4], [@bib5] and are associated with better treatment outcomes, fewer complications and overall lower service use [@bib6] as well as better staff experiences [@bib7].

The need to systematically measure and improve patient experiences of care is consistently identified by policy makers [@bib8], [@bib9]. Near real-time feedback has been identified as a method, which may facilitate ongoing data collection and continuous review of results [@bib10]. However, a near real-time feedback approach to measuring and improving patient experiences has not yet been systematically evaluated to understand the challenges associated with the approach.

Near real-time feedback and technology {#s0015}
======================================

Near real-time feedback in a hospital setting involves data collected from patients closer to the point of care. This involves asking patients about their experiences while they are still in hospital or shortly thereafter [@bib11]. To ease the administrative burden and make data available for use more quickly, electronic equipment, such as bedside televisions, tablets or handheld devices are often used for near real-time feedback data collections [@bib12].

Across England, various forms of near real-time feedback have been implemented in hospitals as of 2006 [@bib13]. The Friends and Family Test (FFT), implemented as of 2012, provides an example of a near real-time feedback methodology. The implementation mode of the FFT varies across hospitals and includes comment cards, stationary kiosks featuring tablet computers and text messages patients receive shortly following discharge. The mode of administration has been shown to affect ratings provided by patients [@bib14]. In addition, some modes place greater burden on staff, with regards to data collection and data entry [@bib15].

While the mode-effects on response ratings have been explored, the use of a near real-time feedback approach has not been comprehensively evaluated to fully understand its potential to generate improvements to care. This research set out to address the gaps in the literature and simultaneously contribute towards the recommendations for improving hospital care for older patients, specifically those aged 75 and above, and those visiting the A&E departments as outlined in the recent healthcare policy recommendations [@bib16], [@bib17]. This focus within policy recommendations was derived from recent and independent inquires in to the quality of care, which highlighted these patient groups as in great need for improvements to care, especially around relational aspects of care [@bib1]. Similarly, the focus on improving hospital care has been outlined in policy directives [@bib1], [@bib2], [@bib3]. Therefore, our research sought to address the recommendations, with a focus on contributing towards improvements in hospital care for these patient groups.

Collecting feedback from older patients and those visiting the A&E department {#s0020}
=============================================================================

Collecting patient experience data from older patients presents unique challenges as many patients present with long-term conditions and multi-morbidities that often affect hearing, speech, vision and cognitive processing [@bib18]. While these challenges may not apply to patients visiting A&E departments, the transient environment, combined with recent or ongoing acute pain, shock and trauma experienced by patients make data collections equally challenging in A&E departments [@bib19].

Therefore, no single mode of administration can be considered the best methodology of collecting data from these patient groups. In fact, as the needs and experiences differ greatly across these groups, a flexible or responsive data collection mode is needed, which can offer assistance to patients during the data collection process [@bib20]. Well trained volunteers can provide a responsive approach to data collection from lesser heard groups. By rapidly determining any needs for assistance and providing help, data collections can be facilitated [@bib21]. An additional benefit of the use of trained volunteers is that the data collection burden, which may otherwise fall on clinical staff, is reduced [@bib20], [@bib21].

We describe the barriers and facilitators encountered during a near real-time patient experience data collection approach using trained volunteers. The feedback collected from patients focused specifically on the relational aspects of care, which is also referred to as compassionate care, and was reported back to staff on a weekly basis to inform decision making for improvement purposes.

In addition to the factors affecting the data collection activities with volunteers, we address the barriers and facilitators identified by staff that affect planning for and implementing improvements based on a near real-time feedback data collection approach. All factors were derived as part of a comprehensive evaluation to assess the effectiveness of the above-described approach. While value judgements of the effectiveness and usefulness of the near real-time feedback approach are beyond the scope of this paper, we hope, this article may serve as a starting point for hospitals considering the implementation of a near real-time feedback approach using trained volunteers to inform ongoing improvements.

Methods {#s0025}
=======

Patient data collection {#s0030}
-----------------------

As part of the larger research project, a survey was developed specifically for elderly hospital patients and those visiting the A&E department to address the current policy recommendations of improving care for these populations [@bib1], [@bib8], [@bib9]. The survey was cognitively tested using tablets with current inpatients and A&E attendees at three hospitals in England. The final survey was then implemented by trained volunteers and weekly reports were provided to staff. Anyone was eligible to participate as a volunteer in the project, provided criminal record background checks were available and they had an interest in working with tablets and approaching patients. Two case study sites elected to use kiosks in the A&E department instead of trained volunteers. Please note, the survey development process is beyond the scope of this article but will later on be made available in accordance with the funding agency׳s timeline.

Prior to collecting data from patients, volunteers at each hospital were trained over a four hour session to collect feedback from patients. Training included a practical component and addressed seven competencies related to patient data collections such as following infection control procedures, assisting patients to complete the survey and escalating concerns. The full list of competencies can be found in Appendix 1.

Data collections were carried out at six hospitals in England, which served as case study sites. At each hospital, the A&E department, and up to four wards treating predominately elderly patients, such as dementia and stroke wards, participated in the data collections. Patients were only eligible to complete the survey once during their stay or visit. Reports were sent to each trust on a weekly basis, containing all patient feedback to date aggregated by month and week.

Staff and volunteer data collections {#s0035}
====================================

Alongside the patient data collections, data were also collected from staff and volunteers. These were implemented before, during and after the patient experience fieldwork period of ten months and provided us with the evidence to determine the most salient barriers and enablers or facilitators that affected the success of the near real-time feedback approach.

In addition to the formal mixed methods data collections, such as online surveys and interviews, we also met with staff at each case study site periodically. During these meetings, staff shared a variety of anecdotal evidence with us, which outlined the contextual factors that influenced the success of our approach. As this anecdotal evidence highlighted the lived experiences of staff implementing the near real-time feedback approach with the help of trained volunteers, we captured this feedback and present it, clearly labelled as such, alongside our empirical evidence. [Figure 1](#f0005){ref-type="fig"} below presents an overview of all data sources and time points of their collection.

Data collected from staff {#s0040}
=========================

Surveys and interviews {#s0045}
----------------------

An online staff survey was made available to all staff working on wards and the A&E departments pre-and post the patient data collection. At each case study site, an additional two wards that were not involved with the project were selected as comparison groups. The pre-patient data collection survey, sent to 52 members of staff, was designed to understand the types and methods of patient experience data that were collected at the hospitals, as well as perceived barriers and enablers for using patient feedback. The post-patient data collection survey, sent to 45 members of staff, looked at staff׳s experiences with the project including any improvements that had been made as a result of the patient feedback and whether views of near real-time feedback and working with volunteers had changed. [Figure 2](#f0010){ref-type="fig"} below gives an example of the questions and format of the staff survey, as viewed by staff members on the tablets.

Telephone interviews with staff were conducted to further explore the findings from the two online surveys. Fifty-two interviews were conducted pre-patient data collection and 24 post-patient data collection.

Workshops {#s0050}
=========

Workshops were held at each case study site, three months into and again three months following the patient data collection. Frontline staff from each participating ward and the A&E department, along with senior staff, including the directors of nursing and matrons were especially encouraged to attend. The purpose of the workshops was to provide a dedicated space where staff could discuss and interpret the patient experience data. Action plans were derived for areas identified from the evidence as having a need for improvement. The workshop also gave the research team opportunity to gauge the levels of staff engagement with the near real-time data, and discuss any hindrances and enablers experienced alongside the data collections.

Networking event and meetings {#s0055}
=============================

A networking event was held for key staff from each hospital to meet other staff and discuss their experiences regarding the project and lessons learnt. The research team also held individual meetings with the key staff who had attended the networking event. This was to provide each hospital with support specific to their site and to provide a space for staff to share any experiences or concerns with the research team.

Data collected from volunteers {#s0060}
==============================

Diary {#s0065}
-----

A volunteer diary was continuously available in an online survey format on the tablets accessed by the volunteers. The diary was designed to understand the implementation and context of near real-time feedback from the volunteer׳s perspective. Volunteers were encouraged to complete the diary once per week. [Figure 3](#f0015){ref-type="fig"} below provides an example of how the volunteers viewed the volunteer diary on the tablets.

Interviews {#s0070}
==========

In-person interviews were conducted with two volunteers at each hospital. The interviews focused on understanding volunteers' experiences with the near real-time feedback data collections, including conditions for success and barriers, as well as any observed changes throughout the data collection period.

Support calls {#s0075}
=============

Feedback was also gathered through scheduled support calls with volunteers at each hospital. These were offered three times throughout the 10 month patient data collection period. Volunteers were also encouraged to contact the research team with any questions or concerns at any time.

Results {#s0080}
=======

The following key barriers and facilitators associated with the near real-time feedback data collection approach were identified. We present the barriers and facilitators as related to technology, the data collection setting, staff and volunteer engagement. To illustrate the meaning of barriers and facilitators for staff and volunteers, we present evidence in the form of participants' own words or averages from survey data collections, where available.

Technology {#s0085}
==========

The main barriers experienced with the technology during data collections were related to familiarity, connectivity and positioning. Specifically, the familiarity with the equipment, including tablets provided an initial challenge both for patients and staff. Not all elderly patients were comfortable using the tablets independently. Volunteers provided various levels of assistance, including holding tablets, reading questions and answer options aloud and entering responses. Staff initially reported tablets shutting down during use, when the survey software was scheduled to be updated. During the initial month of data collection, some tablets did not transmit their saved survey responses to the research team due to a loss of 3G or wireless connectivity. Some staff also encountered problems maintaining and charging the equipment. Finally, the two case study sites using kiosks in the A&E department struggled with their positioning as only few surveys were completed on the stationary devices.

The facilitators related to technology, which also addressed the barriers detailed above included ongoing technical support, ensuring sufficient resource capacity, and a certain level of flexibility within the data collection approach. An important facilitator was the provision of ongoing technical support provided both locally and remotely. The hospitals' technical support team was especially helpful in setting up the initial network connections for tablets. The research team then provided remote technical support and examined the equipment during site visits, as necessary. It was also beneficial to have additional tablets on hand to ensure that data collections were not affected negatively by faulty technology.

Flexibility of the approach to data collection was also considered to be a success for the near real-time feedback approach. For example, when the two hospitals that had initially selected to use stationary kiosks in their A&E departments discovered that the approach only generated a low number of responses, they switched to using tablets administered by trained volunteers. This switch increased the number of responses obtained for both case study sites. One site increased from an average of four to 45 responses collected per month and another site increased their responses from zero to an average of 18 per month using the tablet and volunteers instead of a stationary kiosk.

Setting {#s0090}
=======

Barriers experienced by staff also related to the unique characteristics of the A&E department and the elderly care ward environments. Both were perceived to provide challenging environments for data collections. Specifically, in the A&E departments, volunteers often reported not speaking to as many patients as they would have liked due to patients being in severe pain or distress. Others had not yet been seen by a doctor or nurse, which meant they had yet to experience relational aspects of care that they could report on. Elderly care wards were often smaller wards with less patient turnover. While patients were less likely to be in acute pain, not all had the capacity to consent or sufficient energy to participate in the survey. Volunteers reported a "sense of frustration" when no or few patients were available to be surveyed.

The key facilitator, which contributed towards the resolution of challenges associated with the data collection settings, was the collection of continuous feedback from volunteers to identify challenges or frustrations as they arose. If necessary, this information could be shared with the site lead or volunteer co-ordinator who quickly resolved the barriers at the local level.

Volunteer engagement {#s0095}
====================

A variety of barriers were encountered that affected the engagement of volunteers in the near real-time data collections. Continued volunteer availability constituted a great challenge through the ten month data collection. While some volunteers elected to discontinue their work with the data collections due to other interests or feeling uncomfortable approaching and surveying patients, others were being moved to other tasks by volunteer co-ordinators, as prioritised by the hospitals. Other barriers experienced by volunteers were perceived pressures to complete a certain number of interviews per shift. While the research team explained that interview length would likely vary during the volunteer training, volunteers held clear expectations regarding the number of surveys that could be completed per shift. When these expectations were not met due to patient availability or some patients wanting to talk more, volunteers experienced a sense of pressure. For example, one volunteer explained, "Still a problem getting on to some wards before 10.00 am due to patient care time and have to get out for meal times which causes a bit of a panic."

Throughout the ten month data collection phase, volunteers were also unavailable due to a variety of other commitments. For example, student volunteers were not available during the summer months and older volunteers were more likely to be unavailable at short notice due to appointments or illness during the winter months.

The key facilitators to continued volunteer engagement were related to support from staff, ongoing recruitment activities and finding volunteers who were comfortable approaching patients or helping them become comfortable doing so. It is especially important for volunteers to feel comfortable approaching patients and surveying them. In some instances staff formed informal mentoring relationships with younger volunteers which helped them to develop their confidence. For example, one staff member said to a volunteer, "I have taken you under my wing."

To further reduce the pressures that may be experienced by volunteers, some staff strived to set realistic expectations about the number of surveys that can be completed during a shift. One volunteer co-ordinator explained, "Some patients want to talk to someone and then it can take up to an hour to finish a survey." Other facilitators for volunteer retention were the provision of certificates of research participation provided by the research team and staff recognising the volunteers' contributions at hospital events.

Finally, due to volunteer turnover, staff found it essential to continue the volunteer recruitment process throughout the study. Some case study sites reported success after compiling a "person specification, similar to a job specification" that helped them outline the desired volunteer characteristics.

Staff engagement {#s0100}
================

The barriers experienced by staff related primarily to the use of the near real-time feedback. Specifically, staff described having very limited time available to engage with the weekly results. Often, the feedback was reviewed by staff during their break times. Frontline staff generally did not have access to a computer as part of their regular duties. Therefore, access to weekly reports proved to be difficult for staff. Due to the limited time available, staff also found an interactive reporting option to be "cumbersome and not user friendly".

To assist staff in utilising near-real time feedback of patient experiences, the reporting format held the key to success. By making the reports printable and by offering a static dashboard, summarizing progress and areas for improvement at-a-glance, staff were provided with the data they needed to consider improvements on an ongoing basis. These types of reports were also more manageable for staff who used their free time to review the results.

A key driver for the successful action planning and implementation of improvements was having senior clinical staff, such as the director of nursing, working alongside frontline staff in identifying and prioritising actions for improvements. In the action planning process, staff found free-text comments written by patients very helpful. These were more easily accessible to staff than frequency counts and percentages summarising results from closed-ended survey questions. Seeing patients' own comments brought the experiences to life for frontline staff and added a "sense of urgency" to address them in improvement efforts.

Discussion {#s0105}
==========

While the six case study sites differed greatly in their geographical location and their performance on national patient experience surveys, similar barriers and facilitators were experienced across the six hospitals. Barriers related to technology, the setting, as well as volunteer and staff engagement.

Ongoing and in-person support played a key role in resolving challenges related to technology, the setting, as well as volunteer and staff engagement. To provide tailored support to volunteers, the establishment of mentoring programmes should be considered. This would provide another dedicated point of contact for volunteers and allow for even earlier detection of challenges experienced. In addition, volunteers might gain additional personal benefits from their mentors, such as a better understanding of related careers, as well as increases in confidence and self-efficacy.

To support staff in using the ongoing reports of patient experiences, researchers may consider facilitating focus groups with staff prior to beginning a near real-time feedback approach. Through discussions, both familiar and preferred reporting formats can be explored. Moreover, by providing staff with concrete examples of what a report may look like, researchers can enhance the content and layout of the report to match staff׳s preferences. This would also give researchers a chance to understand when and how staff currently use reports of patient feedback and how much time is dedicated to the review and use of feedback.

Volunteers present a great resource for hospitals and can be drawn upon to facilitate patient experience data collections. However, volunteers and staff may also experience various barriers associated with a near real-time feedback approach. When barriers are addressed in a timely manner, a near real-time feedback approach using trained volunteers can be successful. Both ongoing support and relationships play a key role in the success of the approach.

Conclusions {#s0110}
===========

Similar to other European healthcare systems, the English NHS operates under resource constraints, with 2016 marking the second year for which a financial deficit was reported [@bib22], [@bib23]. In addition, further demands on the NHS are anticipated, as the population it serves continues to age and experience complex conditions and multi-morbidities [@bib24].

As resource constraints on healthcare systems increase, maintaining and improving the quality of services provided will be a key focus [@bib25]. Therefore, this research is especially timely as it investigates the factors that affect the success of a near real-time feedback approach using trained volunteers. These factors should also be of interest to policy makers in light of the current policy directive for a more widespread use of near real-time feedback [@bib1], [@bib2], [@bib3], [@bib4]. The near real-time feedback approach offers a relatively low-cost way of capturing patient experiences while also providing frequent and ongoing reports to staff, which can be used to make evidence-based improvements to practice.

Using volunteers is a relatively resource efficient approach for data collection. However, a certain amount of direct support and engagement from staff is required [@bib11]. To provide staff with time to support volunteers and make the most of patient feedback, they need to have buy-in from their ward or departmental leaders, as well as senior leadership at their organisation.

While our work offers initial guidance for both hospitals and policy makers, it also contains a number of limitations, which can be addressed by future research. Specifically, our research was only conducted at a small number of case study sites in England. While the findings were consistent across these sites, they may not be representative of other hospitals in England and internationally. Future research should also examine the implementation of a near real-time feedback approach in other care settings such as community services. In addition, further research should seek to understand the impact of volunteer interactions on patient experiences of care.
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Appendix 1 {#s0120}
==========

Data Collection Competencies Covered in Volunteer Trainings(1)Using and maintaining the tablet, including upload of survey responses.(2)Understanding the types of assistance that may need to be provided to patients and administering the survey.(3)Following standard hand hygiene and infection control procedures.(4)Obtaining informed consent and understanding what constitutes capacity to consent and that this may change for elderly patients throughout the day.(5)Checking in with staff before data collections to obtain a list of patients who are considered to have capacity to consent.(6)Explaining the study׳s purpose, providing patient information sheets and reading them aloud, if asked by a patient.(7)Escalating concerns, in accordance with the hospital policy, if explicitly requested by a patient.

Appendix 2 {#s0125}
==========

Ongoing Support Provided to Volunteers(1)After volunteers completed a shift of data collections, the volunteer co-ordinators based at the hospitals checked in with them about their experiences.(2)Volunteers were also asked to complete a brief and anonymous online diary of their data collection experiences every week. The research team then communicated any identified challenges to the hospital staff and/or the volunteer co-ordinator on a weekly basis.(3)Volunteers were also aware of a peer researcher at each hospital. The peer researcher was also a volunteer collecting data for this project, who was available to answer questions and liaise with the research team.(4)Volunteers were encouraged to directly contact the research team any time with any questions. This included the chance to participate in monthly support calls with the research team where they could share their experiences.
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